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as of value in differentiating between the various types of jaundice
met with clinically, but in this respect it has proved disappointing,
owing to the frequent occurrence of equivocal or biphasic reactions
in clinically obscure conditions. Its chief use lies in the quantitative
determination of the total bilirubin content of the serum, which
enables the degree of jaundice to be assessed and fluctuations in its
severity to be followed. McNee concluded that all bilirubin which
gives the direct reaction has passed through the liver cells, i.e. is chole-
bilirubin, and its presence in the blood in jaundice is due to reabsorp-
tion into the circulation; this variety of jaundice may therefore be
termed regurgitation jaundice. Bilirubin giving only the indirect
reaction is of hsemobilirubin type ; when this is present in excess the
pigment has not passed through the liver cells and the jaundice may
be said to be of retention type.
Jaundice in the clinical sense occurs only when the content of
bilirubin in tlte blood plasma or serum reaches a certain level, usually
over 2 mg. per 100 ml. In various conditions the amount of bilirubin
may be somewhat increased (between 0-8 and 2 mg. per 100 ml.)
without obvious coloration of the skin and other tissues and this
is spoken of as latent jaundice. In regurgitation jaundice the con-
dition is one of cholaemia, i.e. bile (including pigment, bile salts,
cholesterol, etc.) is present in the blood stream, whereas in retention
jaundice bilirubin only is present. The direct and indirect reactions
in the two main conditions mentioned, viz. obstructive jaundice and
acholuric jaundice, thus receive a satisfactory explanation. It is
also reasonable to suppose that when the liver is damaged there may
be two results, viz. both failure to excrete fully the haemobilirubin
brought to it and also a certain degree of obstruction to the flow of
bile by damage in the liver parenchyma. Thus both forms of bilirubin
may accumulate in the blood and in such cases the reaction is often
biphasic. As regards excretion by the kidney, there is said to be a
distinct threshold value of about 2 mg. of cholebilirubin per 100 ml.,
but it is doubtful if this is strictly correct. In cases of infective
hepatitis excretion of bile pigment in the urine is often seen in the
pre-icteric stage when the serum bilirubin is not notably raised and
in some cases this excretion may be a factor in preventing or minimis-
ing clinical icterus; at a later stage excretion may cease in spite of
a rise in the serum bilirubin, suggesting an alteration in the renal
threshold. On the other hand haemobilirubin does not pass into the
urine even when present in the blood in amounts substantially greater
than 2 mg.; accordingly we would expect that jaundice due to excess
of this type of pigment in the blood would be of the acholuric variety
and in practice this is found to be the case. Although excess of
bilirubin in the blood is taken as an indication of jaundice, the presence
or absence of other constituents of the bile, especially the bile salts
and cholesterol, has to be considered, and to their presence certain
of the symptoms of jaundice are due. An important distinction is